 (Arch Dis Child 1995; 72: 251-258) 
With the advent of new imaging methods for investigating the urinary tract after infection in children, paediatricians have increasingly tried to limit invasive procedures or those involving radiation in a condition in which the outcome in the majority is benign.
As yet no single non-invasive imaging technique is available to ascertain the cause of the infection and whether there is renal involvement or a risk of it, the main objectives of investigation.
We have become increasingly concerned by the referral to our specialist clinics of children with substantial renal damage in whom previous investigation has been under ( comments on the report about the date of the last infection, whether or not the urine was sterile at the time of the examination, and the use of prophylaxis are helpful. The degree of dilatation of the collecting system seen on ultrasonography depends to some extent on the fullness of the bladder and how this relates to the normal for age. It has been suggested that in the presence of an overfilled bladder upper tract dilatation is seen not infrequently in children with 'normal urinary tracts'. The diameter of the collecting system and upper ureter should also be measured. In infants, the 97th centile is approximately 5 mm, and in older children it is 8 mm. At the end of the examination, the child should be sent to the toilet and the bladder rescreened to look for postmicturition residual urine.
In order to pick up all this information, it is essential to have a routine for ultrasound examination and reporting in children, which can permit a thorough and systematic evaluation of the complete urinary tract under optimum conditions. As with much of paediatric practice, this should start with a full explanation by the clinician, and instructions to come with a full bladder. Flexible arrangements within the radiology department, and
